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Introduction
. <<ji Early in 1994, in the run-up to South

Africa's first nonracial democratic elec-
tions, the African National Congress
published its National Health Plan for
South Africa. In it, the congress roundly
declared, "The foundation of the National
Health System will be Community Health
Centres providing comprehensive ser-
vices including promotive, preventive,
rehabilitative and curative care."1 This
central recommendation not only re-
flected contemporary World Health Orga-
nization (WHO) thinking, but also echoed
the ideas of the National Health Services

.^i- Commission report published in South
Africa 50 years before and rediscovered
by public health activists over the previ-
ous decade.2 Progressive for its time, the

Ex-RS report put South Africa into the forefront
of social medicine in the 1940s and led

^it ~Malcolm Macdonald at the Ministry of
Health in London to exclaim, "This is a
report that shows us what we should be
doing!"3

The National Health Services Com-
mission was appointed in 1942 under the
chairmanship of Dr Henry Gluckman to
look into South Africa's contemporary

I6*;-< crisis in health and health care. Its brief
.. w.

was wide ranging: "to inquire into, report
and advise upon the provision of an
organized national health service in confor-
mity with the modem conception of
health which will ensure adequate mental,
dental, nursing and hospital services for
all the sections of the people of South
Africa."4 Its recommendations involved
the total reorganization of South Africa's

:.:::.: ..... :,.

health care system, embodied in the
establishment of a national health service
that would reach all the people of South
Africa and be paid for out of a graduated,
universal health tax assessed as part of
general taxation. Existing health struc-

* : : , J.i' tures were to be rationalized under a
unified system of state control with local
answerability. The aim was to establish an
integrated curative, preventive, and promo-
tive health service to escape from the
existing high-cost private practice and
largely urban hospital system, which had
manifestly failed the majority of the
populace.

Thus, early in its proceedings, the
commission recognized "that hospitals
were of only secondary importance as
components of a national health scheme,"
and that a more adequate foundation for
"a modem comprehensive health service"
was to be achieved by the establishment
of community-based health centers.5 These
centers were to be based on a model
already pioneered by Sidney and Emily
Kark at Pholela in Natal in the early
1940s, which the commission visited in
the course of its deliberations. The break
with the hospital system, the centrality of
the health centers, and the focus on health
education all put the commission's report
ahead of the contemporary Beveridge
Report,6 which established the National
Health Service in Britain, and it has been
these aspects of social medicine in South
Africa in the 1940s that have also
attracted attention more recently among
public health professionals in United
States. Thus, in July 1993, under the
heading of "Public Health Then and
Now," three articles in this Journal paid
tribute to the work of Sidney and Emily
Kark and to the health center movement
they established, and pointed to the
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lessons of the public health initiatives of
the 1940s and 1950s for a postapartheid
South Africa.7 Published in the context of
the demand for reform of the US health
system, the articles also stressed the
lessons that the Karks' pioneering en-
deavor hold for the United States.8

While these articles-many of them
written by professionals who were ini-
tially inspired by the Karks-very appro-
priately focused on the couple's extraordi-
nary work as pioneer exponents and
practitioners of the health center idea, they
failed to analyze, except in the most
general terms, the intellectual context in
which the Karks first developed their
ideas; the particular political circum-
stances and relationships between doc-
tors, the Department of Health, and the
state in the late 1930s and 1940s, which
made this experiment possible; or, finally
and perhaps most importantly, the part
that the health centers were intended to
play in the wider scheme of South Africa's
National Health Services Commission
plans of 1945 and the reasons for their
failure. It is with these aspects of the
social medicine experiment in South
Africa that this paper deals.

The Intellectual Context
behind the Karks'Ideas

Crucial in all these respects was the
role played by a small group of progres-
sive doctors, some of them within the
Department of Health and for a short time
close to government decision making. It
does not detract from the remarkable
achievements of Sidney and Emily Kark
to point out that their work may never
have gotten off the ground in the first
place without the support of key individu-
als in the Department of Health from the
late 1930s, such as Eustace H. Cluver as
secretary of health (1938 to 1940), Harry
S. Gear (then deputy chief health officer,
later an assistant director general of
WHO), and George Gale (secretary of
health and chief medical officer, 1946 to
1952, and dean of Durban Medical
School, 1952 to 1955). Moreover, without
the recommendations of the commission
and the role played by Gluckman as
minister of health, even the limited
success these individuals achieved would
have been impossible. Of these key
actors, Harry Gear, whose idea of "health
units" was based on the example of
similar work being done by the Dutch in
Java, and George Gale, whose early career
was spent as a mission doctor in rural
Natal, were probably the most important.

Whether or not Gale was "the brain
behind the Gluckman report," as Sidney
Kark has remarked,9 at a time when the
Karks' ideas were by no means accepted
by the majority of medical practitioners or
even by all members of the Department of
Health, his constant vigilance and rea-
soned defense of the health centers were
often decisive. Government records are
replete with his frequent interventions on
behalf of the health centers as well as of
the Institute of Family and Community
Health at Clairwood, headed by Kark,
which was designed to train health work-
ers for the centers and undertake research
into social medicine. Moreover, it was
Gale, as dean of the Natal Medical
School, who ensured that the Institute of
Family and Community Health was con-
solidated as part of the Department of
Preventive Family and Community Medi-
cine in the Faculty of Medicine at the
University of Natal.

Much of the recent literature on
doctors in South Africa has tended to
emphasize their conservative, not to say
reactionary, character. In the apartheid era,
the Medical Association of South Africa
had a particularly pusillanimous human
rights record.'0 Randall Packard has shown
how, further back in time, physicians
consistently placed the interests ofemploy-
ers over the health needs of African
workers. Although he partially excepts
public health doctors in the 1940s from
his most severe strictures, Packard main-
tains that even these doctors failed to
understand the real "structural contradic-
tions in the development of racial capital-
ism in South Africa," which were produc-
ing the high rates of tuberculosis among
Africans. He argues that what he terms
their "environmentalist discourse" paved
the way for "apartheid medicine," and
that despite their awareness of the social
causes of disease, they continued to
advocate a purely medical response while
the social policies they saw as necessary
for improvement were left unimple-
mented."1

While Packard's views of the profes-
sion are broadly accurate, they fail to take
into account the complexity of the ideas of
the social medicine advocates in these
years or their shifts over time. Through
the health center movement these advo-
cates, albeit small in number, were to
contribute to some of the most notable
developments in social medicine any-
where in the world. Gear, Gale, and Kark
all worked later for WHO, and their ideas
contributed to the development of interna-
tional models of community health care.

Despite undoubted ambiguities in their
thought, leading figures such as the Karks,
Gluckman, Gear, and Gale manifestly
eschewed any simple environmentalist
discourse. As the commission report
makes clear, they explicitly identified both
the sociopolitical causes of ill health and
the sociopolitical means of preventing and
curing it, even if, as Packard correctly
suggests, they were ultimately powerless
to implement the broader policies they
believed necessary.

Nor was their notion of health care
restricted to a "medical model." Unlike
hospitals, clinics, or private practitioners,
health centers were to have promotive (or
educational), preventive, and curative
functions, and were to be responsible for
the total health care of both the individual
and the community. Health assistants,
whose role was primarily educative, were
seen as the key health workers, and
assessing community health needs was
essential to their work. This was not
simply a top-down affair: through leading
group discussions and undertaking home
visits and surveys, health assistants were
directed to explore both what local health
care workers considered the community's
medical problems and "what the commu-
nity feels, thinks and does about its health
needs." Moreover, the program was to be
"directed mainly towards those aspects
about which people can do much them-
selves.... [T]he community's etiological
concepts constitute an intrinsic element of
the programme because ultimately it is
their concept which provides the motiva-
tion for action." 12

To understand the innovativeness of
social medicine in South Africa at this
time, it is also necessary to look at the
wider social and health context. Through
the 1930s there had been a mounting tide
of concern with the problems of African
health in both the town and countryside as
South Africa's cheap labor policies based
on migrant labor and rural impoverish-
ment took their toll in escalating tubercu-
losis rates, malnutrition, and venereal
disease. As health officials were not loath
to point out, this had a direct effect on
White health and wealth: not only, to use
the cliche of the day, did "infectious
disease know no color bar," but also the
high morbidity and mortality rates were a
drag on the economy at a time when
secondary industry was rapidly becoming
the most important sector of the economy
and the mining industry was concemed
about the physical reproduction of the
labor force it had done so much to
debilitate. 13 The rising number ofAfricans
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in urban hospitals was the visible tip of the
iceberg-and one that increasingly wor-
ried provincial authorities responsible for
hospital services and reluctant to pay the
cost.

Thus, in the hope that they would be
able to provide cheaper rural health
services for the Africans who were
coming to the hospitals in increasing
numbers, the then secretary of health,
Eustace Cluver, decided to set up three
rural health units and invited Sidney and
Emily Kark to establish one such center at
Pholela (as it happened, only one other
health center got off the ground at this
time because of the war). As Cluver
announced early in 1939:

In order to control expenditure on
Native hospitalisation and to reduce the
demand in a manner which will ulti-
mately result in a considerable saving
... a scheme has been evolved to
establish inexpensive clinics for the
early treatment of disease among Na-
tives. 14

Cluver was genuinely concerned with the
rising tide of ill health among the African
population and doubtless couched his
letter in terms calculated to appeal to the
Treasury, but as this text and others
demonstrate, the main concern for many
in the department, as it was for the
provincial authorities, was the cost of
African hospitalization. This concern lay
behind their support for the establishment
of health centers, which were seen as
"inexpensive clinics." The publication in
1938 of a pamphlet titled "A Suggested
Approach to the Health Needs of the
Native Rural Areas of South Africa"
provided some of the thinking from which
the department's advocacy of rural clinics
was to emerge. Written by George Gale,
who at that time was working as medical
officer of health in Benoni, the pamphlet
was based on Gale's earlier experience as
a mission doctor in rural Natal.

It was the intersection of these
mundane considerations and Gale's pam-
phlet with the very different tradition out
of which Sidney Kark was emerging in
the 1930s at the University of Witwa-
tersrand Medical School that sparked the
creativity of the health center movement.
Although one should not exaggerate the
radicalism of the Wits Medical School,
under the deanship of Raymond Dart it
did encourage a more liberal engagement
with African health issues. It was there,
for example, that the young Dr Henry
Gluckman lectured before he stood for
parliament, a move dictated by his belief
that the best way to improve the nation's

health was through politics. It was there
that such pioneers of nutritional studies as
Theodore and Joe Gillman were at work.
And it was there, in the left wing of the
Labour Party, that the Karks met Dr David
Landau, another pioneer of the social
medicine movement and supporter of the
health centers, who died at the tragically
young age of 42.15

The Political Context ofthe
Health Center Movement

Medical discourse at the university,
like that in other fields, was influenced by
developments in metropolitan thinking in
the interwar years and, in particular, by
the growing movement for social medi-
cine that followed the publication of the
Dawson report in the United Kingdom.'6
And while the social medicine of those
years may prompt a later, more disillu-
sioned generation to read into it an
increase in the state's "disciplinary"
powers and more subtle modes of medical
control through screening and surveil-
lance, there was also within it a liberating
potential that inspired and excited the
younger, more radical members of the
medical community, surrounded as they
were by the disease consequences of rapid
industrialization and rural impoverish-
ment.17 In fact, nowhere was social
medicine to receive more enthusiastic
support, as the student reception of Henry
Sigerist demonstrated; "prolific author,
... defender of Social medicine, and ...
self-consciously irreverent gadfly of the
American medical establishment,"'8 Sig-
erist was a guest of the South African
Students' Visiting Lecturers' Trust Fund
in 1939, his visit both a sign of the ferment
of the times and a further stimulant to
student radicalism.'9

The war years saw a further and
more general radicalization of the medical
profession in South Africa, although it
was a radicalization tempered with self-
interest. The crisis in Black health in the
1930s had been paralleled by a crisis in
White health, which was the product of
land loss and of the transformation in the
first decades of the century of large
numbers of Afrikaners into an unskilled,
urban workforce. In the early 1930s, one
in five Afrikaners was classified as "poor
White," and they too suffered much
preventable ill health. Many had little
access to health care, which they could not
afford. There was a clamor against the
high cost of medical care, and to the
consternation of the profession, Afrikan-
ers were believed to be turning in large

numbers to forms of alternative medi-
cine.20

Inspired partly by these concems and
partly by the idealism of the war years, the
Federal Council of the Medical Associa-
tion of South Africa set up a planning
committee in April 1941 to consider a
future national health policy for the
Union. The South African Medical Jour-
nal carried a series of articles on the
subject through 1941 to 1942 and pub-
lished a pamphlet titled "Planning for
Health in South Africa," which advocated
a national health service controlled by
medical practitioners. In the eyes of one
rather hostile official in the Department of
Health, however, this was nothing more
than a "proposal that the health services
of the country be handed over 'lock, stock
and barrel' to the medical profession."
Somewhat ironically, it was largely in
response to this perceived threat from the
profession that the government finally
agreed to set up the National Health
Services Commission.2'

As a civil servant, Gale was not a
member of the commission, but as Gluck-
man's confidant and adviser, he greatly
influenced its outcome; according to Mrs
Audrey Gale and the Karks, Gale spent
hours with Dr Landau establishing "the
foundations of the health service."22 It
was through Gale that Kark and Gluck-
man met, and Gale brought Kark's work
at Pholela to the attention of the Gluck-
man commission. On leaving Pholela,
Gluckman is said to have remarked, "This
is the model for the native territories." By
then, however, Gale, who had started out
with a concern for the health needs of
rural Africans, saw the health centers as a
model not simply for the "native territo-
ries, but also for the whole country."23 He
was aware, as later scholars have been,
that "change in the health care system
cannot develop out of a program solely
limited to the poor," because once it
becomes simply a project for the poor and
powerless, it can be dismantled far more
readily.24

The Intended Role
and Ultimate Failure
ofthe Health Centers

Between 1946 and 1948, 44 health
centers-a tenth of those originally
planned by the commission-were estab-
lished in both rural and urban areas in
South Africa. Each health center served a
defined area within which staff conducted
home visits, and each provided a casualty
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service for people living beyond who
came of their own volition. The center
staff also helped local people to provide
"simple environmental sanitation" and
stimulated the establishment of school
feeding schemes, nursery schools, recre-
ation clubs, gardening clubs, and discus-
sion groups. Central to the entire Pholela
scheme was the development of a circum-
scribed area within which reliable statis-
tics could be collected so that improve-
ments in mortality, morbidity, and living
conditions could be measured and the
outcome of a program of health education,
carried out over a number of years, could
be assessed. This epidemiologic ap-
proach, which was particularly necessary
in the absence of any national registry of
Black births and deaths, was now applied
to the health center scheme as a whole.
And through the keeping of accurate
records, this strategy could also be shown
to be cost-effective "despite criticism of it
as the luxurious fad of mere doctri-
naires."25

For the National Health Services
Commission, too, the health centers were
not an end in themselves. Ultimately the
aim was to have a health center for every
25 000 people, each center with between
six and eight doctors, in addition to nurses
and other auxiliaries. These centers were
intended to form part of a far wider vision:
to be "the foundation of a truly compre-
hensive national health service" and "the
first step in the implementation of ... [the
Commission's] recommendations ...
which also involved the nationalisation of
all personal health services, in order to
effect a more rational and efficient distribu-
tion of doctors and other health person-
nel."126

Lack ofPolitical Will

Unfortunately, however, because
other health services were not national-
ized when the health centers were estab-
lished, the health centers, which were
intended, as Gale remarked, as "only a
first step in the establishment of a national
health service, ... proved also to be the
last."27 And they soon came under fire.
After 1948, when the Afrikaner National
Party came into power, no further health
centers were opened. This was despite
Pholela's proven success in dramatically
improving infant mortality rates and
combatting infectious disease,28 and de-
spite numerous appeals, especially from
African communities, for the extension of
health centers to their areas. The bitter
anticommunism of the Nationalists, which
was strengthened by the cold war, further

heightened the hostility to notions of
social medicine with its connotations of
"socialized medicine." The health centers
were under constant scrutiny, and Clair-
wood, which always seemed to have
attracted more flak, was completely dis-
mantled in the mid-1950s when it was
decided that the Department of Education
would assume responsibility for the train-
ing of health workers. Most of the health
centers were transferred to the provincial
authorities and converted into "detached
outpatient clinics." By the late 1950s,
harassed by the state and finding them-
selves in an increasingly hostile political
climate, many of the leading advocates of
the social medicine movement had scat-
tered, mostly to the United States and
Israel. By then it was clear that a handful
of underfunded health centers could not
transform the country's health services.

The conventional wisdom, stressed
by Gale himself and Kark and restated in
the July 1993 American Journal ofPublic
Health, is that all this resulted from the
National Party victory in the 1948 elec-
tions. Thus, according to Gale, the health
centers were "ultimately undermined by
political action": "Having been intro-
duced by one Government, they were
looked at askance by the government
which displaced it." As he bluntly put it:

They offended particularly in their
reliance on health education as the
principal method for bringing about
changes which would promote good
health and prevent ill health. The
practice of health education implies a
belief in the democratic process and the
Socratic method. This gave way to the
belief that the non-Europeans who
constituted 90 per cent of the clientele of
health centres, would just do what they
are told, without any dialogue.29

However, while the hostility of the
National Party to the health centers and
any provision for African welfare is
undisputed, this was not the only, or
perhaps even the main, reason for their
failure, and the destruction of the health
centers was not solely the Nationalists'
responsibility. Long before the National
Party came to power, the South African
government had surrendered two "funda-
mental" aspects of the commission's
vision: "that all health services be admin-
istered by the same authority" and "that
all health services be paid for from
taxation."30 Regarding the first aspect,
even before its report was published, Field
Marshal Smuts, then prime minister, had
given way to the clamor of the politically
powerful provincial authorities, who were
then responsible for running curative

services, and allowed hospital services to
remain in their hands despite the recom-
mendations of the commission that these
services come directly under the Depart-
ment of Health.3' According to Gale, the
failure to bring all publicly funded health
services under unified administrative con-
trol resulted in "incoordination, overlap
and unbalanced development of services.
Not only is the community broken into
fragments for the purpose of personal
health services,1I he remarked, "but indi-
viduals are also fragmented."32

Regarding the second aspect, the
electoral unpopularity of increased taxa-
tion made a direct health tax also too
radical a recommendation for a belea-
guered wartime government. Ironically,
however, in 1945 the government did
agree to refund 50% of provincial expen-
diture without restraints on its disburse-
ment, and the provinces used the subsidy
to pay for free hospitalization. As Gale
pointed out in 1950, this meant that the
Union government was "saddled with
heavy commitments in support of services
based on a principle which it ... rejected
in respect of its own services."33

The result of this lack of political
will was that, from the outset, the health
centers were starved for funds in favor of
the hospitals. Although Gale did his best
to defend and expand the health center
movement, he was always short of re-
sources, and expenditures on the health
centers were always inadequate. In 1944/
45, the vote was £50 000 (out of a total
publicly funded state health budget of
£1 300 000); by 1948 this had risen to
£140 000, still less than 3% of the total
vote for the Health and Mental Hospitals
expenditure.34 More than 50% of health
expenditures at the time was private so
that, even under the United Party govern-
ment, the health centers received less than
1.5% of total government health expendi-
tures. And it was, of course, a vicious
cycle: the neglect of preventive and early
curative health services led to an urgent
demand for hospital beds from a growing
number of desperately ill patients and so
health costs continued to escalate.

Moreover, as the idealism and politi-
cal militancy of the war years waned,
most of the medical profession became
bitterly hostile to notions of social medi-
cine. District surgeons, appointed by the
Department of Health to carry out public
health functions in the rural areas and to
care for the indigent, felt threatened and
believed that the health centers had been
foisted on them.35 Like private practition-
ers, they feared the possible encroach-
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ment on their practice by new-fangled
health centers.36 The "very happy conjunc-
tion of circumstances that there were on
the Commission men very receptive to
progressive ideas, and at the same time
spokesmen for the organised profession
who furnished them with progressive
ideas and powerful arguments in support
of them" had proved remarkably ephem-
eral.37

In response to their criticisms and to
minimize both the "competition" with
private practitioners and the overlap of
function with local authorities who were
responsible for preventive services, the
health centers were now located only "in
areas where local authorities were either
non-existent or too poor to provide per-
sonal health services," or where the
patients were too poor to pay private
practitioners for their health care, as
Gluckman took care to emphasize in
addressing the South African Medical
Congress in Durban in 1946.38 Thus,
personal curative care remained in the
hands of private practitioners except-as
in the past-for the indigent. And all this
meant that, contrary to the original
intention, the health center idea was
becoming increasingly confined to the
poor.

Far from reducing the vulnerability
of the scheme, this served to marginalize
it, for without powerful allies it was easier
for the health centers to be starved for
funds. This in turn was a direct result of
the failure to create a national health
service based on centrally provided fund-
ing. Under pressure from the doctors and
on the insistence of the South African
Medical Association, another principle
was conceded by the early 1950s, when
means testing was adopted for curative
aspects of health center practice.39 Yet as
Gale remarked, devising a means test that
was both "equitable and practicable" was
far from straightforward, especially as the
distinctions between indigent and nonindi-
gent patients and between curative and
preventive health care were by no means
as self-evident as this "solution" implied:
indigent patients were usually defined as
those who "could not afford to pay" a
private practitioner, but the decision
seemed to be based on rule of thumb,
given that patients could become indigent
as a result of their illness, through
consequent unemployment, or because
they had to pay medical costs.40

The nonracial vision of the commis-
sion was also undermined by this shift to
locating health centers among the poor.
Thus, while in 1947 to 1948 the "poor"

still included the White poor, by 1952 the
Standing Committee of the commission
(established to advise the minister on
health matters in terms of the 1945 report)
resolved, in what in some ways looked
like a very progressive resolution, that
"all personal health services for non-
Europeans now conducted by local au-
thorities be re-organised on the Health
Centre basis." Part of the justification for
this was "the proved necessity for the
conduct of all medical and nursing ser-
vices for non-Europeans [to be] with the
preventive outlookforemost" (their itals),
especially as "lower income groups"
were most in need of health education.
Thus, the resolution ended, "The Stand-
ing Committee feels convinced that the
time has arrived for the official acceptance
of the health centre as the means for
improving the health of the non-European
population and reducing the costs of
medical care" (my italics).4'

In policy terms, the racial distinction
was new, but in practice by this time the
vast majority of health centers were in
Black areas. The "official acceptance"
reflected the changed political climate, as
the Nationalists began to implement far
more rigorous racial segregation, which
they termed apartheid, in all spheres of
social life. The resolution was also evi-
dence of the improved health of poorer
Whites, which had resulted more from the
economic boom of the early 1950s and
National Party policies of protecting their
White supporters than from any specific
health intervention. Health centers were
finally reduced back to being a cheap
option for Black health care.

Internal Weaknesses

Less fundamental than the political
considerations, perhaps, but nonetheless
still significant, were administrative weak-
nesses in the early days, which may have
yielded certain hostages to fortune. Ini-
tially, opponents of the scheme were able
to make headway because the scheme had
to be introduced before the necessary
health workers had been trained and
before the Public Service Commission
had released the necessary funds. In
April-May of 1947, David Landau, then
chief of the Division of Social Medicine
of the Department of Health in Natal and
an enthusiastic exponent of the scheme,
visited all the health centers in operation.
He found it "a most depressing tour";
"seldom have I felt so low in spirit," he
confessed. Everywhere he "encountered
doubts" from both the department's offic-
ers and "informed outsiders" as to "the

ability of our health centre scheme to
function satisfactorily." More impor-
tantly, he shared these doubts. Only at
Pholela, Springfield, and at one other of
the health centers he visited was "work of
good quality" being done; at five others,
the work was "of poorer quality but still
recognisable as the type of work which a
health centre is required by definition to
carry out."42

In the remaining centers was a
variety of defects. Medical officers every-
where were "without exception unhappy"
because they had no security of tenure and
were working on contract for inadequate
salaries, a reflection of the scheme's
chronic underfunding. These officers were
paid less than district surgeons or doctors
in the provincial hospitals, and there
seemed to be little prospect of improve-
ment.43 Low salaries, together with delays
in the scheme's implementation and in the
administrative response to applications
for appointment, added to the profession's
prejudice against the scheme. "So serious
is the position, vis-ai-vis opinion among
medical men," Gluckman wrote, "that
few, if any, applications would now be
received were it not for the persistent
personal efforts ... made by members of
the Advisory Committee and of the
department, who have to apologise and
explain away delays which to the appli-
cants appear indefensible."44

As a result, many good people were
already leaving the service, and many of
those who remained behind were not of
the right caliber and did not understand
the principles of social medicine. Clearly
not all the health center doctors were of
the quality ofEmily and Sidney Kark. The
most successful centers then and later
seem to have been those run by husband-
and-wife teams, perhaps because of the
sense of mission needed and the isolation
of many rural settings. The husband-and-
wife team was part of deliberate health
center policy because of the nature of the
"family" work involved. The notion that
women doctors were better suited to
family practice may have conformed to
the conventional wisdom of the time;
more unusual was the fact that women
doctors were engaged at equal rates ofpay
(although they had no security of con-
tract).45 But the successful centers may
have been fewer than the subsequent
literature leads one to believe; that litera-
ture has after all been written by the
handful of doctors who succeeded and
were thus inspired by the experiment,
rather than by the many who did not
succeed.46
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In his report Landau also noted other
causes of discontent. The shortage of
clerical staff in the department meant that
doctors' letters seeking guidance or regis-
tering complaints were not answered, so
the doctors felt isolated and demoralized
while their staff, whether clerks, nurses, or
health assistants, remained inadequate
and untrained. Training was ad hoc and,
especially with regard to nonmedical
personnel, of dubious value. Premises
were extremely difficult to acquire and
often unsuitable, and there were real
difficulties in the way of hospitalization
and specialist services: many of the
provincial hospitals were openly hostile.
Landau concluded his gloomy report by
questioning the wisdom of establishing
large numbers of health centers and
suggested rather that

our major efforts should be bent towards
establishing and equipping with suitable
personnel a few good health centres by
which we may not be ashamed to be
judged, rather than setting up under the
name of health centres institutions of
indifferent character, giving a service,
little if at all better, than that obtainable
in the crowded rooms of an overbur-
dened polyclinic or out-patient depart-
ment.47

These may have been teething problems
but they continued well into 1949, giving
the health center critics their ammunition
and undermining the attempts of more
progressive members of the department to
protect the centers.48

The commission had recommended
that a special Health Services Advisory
Committee should determine conditions
of service for health center personnel, but
this did not happen. As a result, as Gale
corroborated in 1949, "the conditions of
service of medical officers at Health
Centres [were] less favourable than in any
other branch of the public service."49 Two
years later, he was to confess that his
department was "completely frustrated in
its endeavours to secure higher salaries"
for workers in the health centers.50

In the 1940s the Karks, Gale, and
Gluckman had been able to make use of a
rare window of opportunity to initiate and
develop farsighted policies of social medi-
cine. That window was in part the result of
the war and the brief period of reformism
that resulted, and in part the coincidence
of a crisis in Black health, which seemed
to be resolvable more cheaply for White
taxpayers and provincial authorities
through health centers than through hospi-
tals, with a crisis in White health, which
momentarily lent the health center idea
wider support through the report of the

commission. The wartime expansion of
the economy and, after 1948, the eco-
nomic policies of the National Party that
protected poor Whites in the marketplace,
together with the provision of free hospi-
tal services, removed the urgency for
reform among Whites51; at the same time,
the balance of forces in the state shifted so
that the influence of the handful of liberals
in the Department of Health disappeared,
taking along with it the impetus behind
social medicine that came from within the
department.

This happened well before the Na-
tionalists took power although the attack
on health centers undoubtedly intensified
thereafter. Enemies of the scheme were
able to use weaknesses in its implementa-
tion to undermine the health center
movement, while the conservatism of the
medical profession reasserted itself after
the war to subvert the movement. By 1950
the opposition was coming from within
the department, where Dr H.F. Anecke,
who was acting chief medical officer in
Gale's absence overseas, used the opportu-
nity to appoint a highly critical committee
of enquiry into the Institute for Family
and Community Health and the very
principle of the health centers.52 With the
dispersal of many of the doctors most
dedicated to the health centers, the social
medicine movement died in South Af-
rica-even as these ideas spread to Israel,
the United States, and Asia53-until the
reformism in the 1980s and the advent of
a postapartheid goverment in 1994.

Conclusion
Given the priorities of the Nationalist

govemment after 1948, it is perhaps not
surprising that it was hostile to the
recommendations of the National Health
Services Commission for a universal
health service. What is important to note
here is that the commission's central ideas
of national service based on notions of the
health centers were dropped even before
1948. As Marks and Andersson have
pointed out, the central dictum of the
commission-that "unless there were
drastic reforms in the sphere of nutrition,
housing, health education and recreation,
the mere provision of more doctoring
would not bring more health to the people
of the country"-demanded a drastic
restructuring of the social order, which
went well beyond the White consensus
and perhaps exceeded the capacity of the
political economy, which was still heavily
dependent on the low-wage sectors of
farming and mining.54 Dominant Whites

were not prepared to sustain the costs
involved in a National Health Service
once "poor Whites" had largely disap-
peared, and health centers reverted to
being "inexpensive clinics for the early
treatment of disease among Natives."55

The result was the continued neglect
of preventive medicine and health educa-
tion, continued high levels of infant
mortality from malnutrition and infectious
disease, and inordinately high rates of
diseases of poverty such as tuberculosis.
The advocates of social medicine in the
1940s would have found the health
picture confronting South Africa's new
government in the 1990s depressingly
familiar-and the government's policy
prescriptions perhaps refreshingly so. They
may also have had some words of
warning for contemporary health planners
on the dangers of failure to provide for
universal and unified health services; on
the need to win over the medical and
nursing professions to their major transfor-
mation; on the necessity for the adequate
resourcing of primary health care; on the
importance of appropriate training of
health workers accountable to and in tune
with their communities; and, most impor-
tantly, on the limitations of health pro-
grams that are directed only at the poor
and operate in isolation from broader
sociopolitical and economic measures to
transform the health of the people. As the
commission remarked, "the mere provi-
sion of more doctoring" is not enough.

As in the 1940s, so in the 1990s:
failure to implement a comprehensive and
inclusive national health service based on
the integration of preventive, promotive,
and curative health may marginalize
primary health care as a second-class
service for second-class citizens even in
the new South Africa. And while primary
health care based on health centers may be
the foundation of a health service, like
"mere doctoring" it may not be enough
without real economic redistribution. O
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